Crohn's disease may affect any part of the gastrointestinal tract from the lips to the anus. Oral involvement, seen in 6-9% of cases1, is occasionally the first manifestation, with swelling of the lips, buccal mucosa and floor of the mouth; oral ulceration and angular cheilitis with fissuring also occur. The skin is often affected2-by direct extension of sinuses and fistulae, by metastatic Crohn's disease, by cutaneous manifestations of underlying disease (e.g. erythema nodosum or pyoderma gangrenosum) or by the cutaneous effects of malabsorption. We report a case of facial lymphoedema in a man with extensive Crohn's disease.
CASE HISTORY
A 49-year-old man was referred with a history of two episodes of facial cellulitis in the preceding two months. The face had become acutely tender and red with fever and constitutional upset, settling rapidly with oral antibiotics prescribed by the general practitioner. Over the subsequent months further episodes of facial swelling occurred which gradually became persistent despite courses of antibiotics. He gave a 10-year history of Crohn's disease of the large bowel, and 3 years previously he had undergone partial colectomy for perforation of the descending colon. He also gave a 4-5 -year history of swelling and ulceration of the tongue and mouth. Two biopsies from the tongue had shown changes of Crohn's disease.
On examination there was brawny oedema of the cheeks and pronounced oedema of the upper and lower eyelids ( Figure 1 ). The oedema tended to worsen overnight and to improve during the course of the day, when he was upright, but never cleared completely. He had a deeply fissured scrotal tongue, and buccal mucosa swollen with a cobblestone pattern.
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He has been prescribed continuous low-dose oral penicillin as prophylaxis against further episodes of cellulitis; in addition he has been treated with oral prednisolone up to 30mg daily and azathioprine 100mg daily in the hope that improvement of the oral Crohn's disease will reduce the lymphoedema (he has been on sulphasalazine for several years). Although the oral discomfort has improved, the lymphoedema has persisted. COMMENT Facial lymphoedema has not previously been reported in Crohn's disease but, in the absence of any other identifiable origin, Crohn's disease seems the likely cause. Lymphoedema is occasionally encountered in the genital area in cases of Crohn's disease where there has been disruption of the lymphatics through scarring and sinus formation, and a case of vulval lymphangiectasia secondary to Crohn's disease of the vulva has been described3. Furthermore Crohn's disease is a well recognized cause of orofacial granulomatosis, in which oedema of the lips is a prominent feature4.
Treatment has proved difficult. Since the prescription of continuous low-dose penicillin there have been no further episodes of facial cellulitis. Conventional methods of treating lymphoedema with careful graduated compression bandaging are clearly not practicable in the present case. Supplementary treatment of the underlying Crohn's disease with systemic steroids and azathioprine did not produce any evident improvement. The mechanism of the lymphoedema in this case is uncertain, but presumably it relates to lymphatic obstruction and scarring from the oral Crohn's disease. In carcinoma of the ampulla of Vater, extrapancreatic spread of disease contraindicates major resection. We report a case in which appearances were deceptive.
Metastases

CASE HISTORY
A man age 70 was admitted with a week's history of loss of appetite, epigastric pain, pruritus and deepening jaundice. Twelve years previously he had undergone an open cholecystectomy without complication. He was an ex-smoker. An ultrasound scan revealed dilatation of intrahepatic and common bile ducts (16 mm) down to the head of the pancreas without evidence of a mass lesion or metastatic disease. Endoscopic retrograde cholangiopancreatography confirmed common bile duct dilatation; a biopsy specimen was taken from the ampulla ofVater; a sphincterotomy was performed, and a 12 French stent was inserted. The biopsy showed moderately differentiated adenocarcinoma of the ampulla and a staging computed tomographic scan indicated no evidence of local or metastatic spread.
Curative surgical intervention was planned, but at laparotomy multiple small nodular lesions between 1 mm and 5 mm were noted throughout the peritoneal and pelvic cavities, the greater omentum and in a single regional lymph node. Immediate impressions were of intraperitoneal metastatic spread of disease. On repeated frozen section, however, none of the lesions showed any evidence of malignancy and a Whipple's procedure was performed. The patient made a good recovery complicated by development of a pancreatic fistula which was treated successfully with parenteral nutrition, an intravenous somatostatin analogue and antibiotics. The adenocarcinoma proved to have been completely excised. Paraffin sections of nodules taken at the time of laparotomy showed well differentiated papillary mesothelioma in both peritoneum and omentum (Figure 1) .
Close enquiry revealed no history of asbestos exposure. Two years later, the patient is in good health.
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